which breast self-examination (BSE) is being offered to women in the health district. Women in the study age group of 45 to 64 years are invited to attend meetings at which instruction in BSE is given. All women in the study are informed of the free access clinic facility to which they may refer themselves for examination andx ray. Some women who do not attend an education meeting present at a free access clinic. Because of this, BSE instruction was introduced into the clinical interview.
A school of opinion, exemplified by Mahoney2 and Stillman,3 which has its adherents in this country,4 claims it is particularly effective to teach women BSE in a clinical interview. The reasons that they give include the considerations that confidence is given in a one to one situation with a clinic nurse or doctor, and that the reassurance of breast normality before BSE is practised will ensure good regular practice thereafter. In addition, it is possible to demonstrate the technique of palpation on a woman's breasts in a clinic situation, and experimental learning is generally thought to be more effective than learning from talk and visual aids.
Group teaching was considered to be the most practical approach for the education of the large number of women in the Huddersfield study populations. The experience of individual teaching of a smaller number of women undertaken in the Huddersfield open access clinics led us to accept the challenge of the hypothesis that the latter method was more effective in encouraging good BSE practice as suggested by Stillman, Mahoney and Baum. Method A case control structure was adopted in this study for two reasons. Firstly, the group of women who had been educated in BSE in the clinic situation in the first three years of the programme was small. Women who had been referred for further investigation of a breast abnormality, or had subsequently attended an education meeting, were not eligible for inclusion. In view of the small number of cases it was thought that results would be strengthened if each clinic educated woman was matched with two controls from the meeting educated group. Controls were drawn from women who had had no contact with the Breast Cancer Screening Unit since attending an education meeting.
Data used to match women were obtained from the study population register and from questionnaires completed by clients at the clinic or at an education meeting.
One hundred and thirty one triplets were matched before a follow-up response questionnaire on current 67 68 BSE practice was sent out. When the return of these questionnaires was considered to be complete, after a second approach, cases and controls from incomplete triplets were matched. This resulted in 76 triplets being available for comparative case control analyses.
The majority of the results in the next section were obtained from the comparative analysis of the two groups. The case control analysis is referred to in the case of dichotomous variables.
Data were processed using the Statistical Programme for Social Sciences5 package on the Amdahl 47/0/V7 computer at Leeds University.
Results

DEMOGRAPHIC DETAILS OF RESPONDERS
Two thirds of the women in the study were under 55 years of age when they presented at clinic or attended an education meeting. Thirty per cent of them were from non-manual social class groups, when classified by husband's occupation, 55% were from manual classes, and the remaining 15% were unclassified or unmarried.
COMPLIANCE WITH TEACHING
The most significant difference in the reported practice of BSE between the two groups was that half the clinic educated women neglected to inspect their breasts, compared to a quarter of the meeting educated group (X2=17-10 df=3 p<0*005).
Women who claimed to practise inspection were asked to indicate whether they used a mirror, stretched their arms up, and pressed hands on hips. Similarly, the three criteria by which their competence in palpation was assessed were: lying down to examine, use of the flat of the fingers, and the examination of the armpit every time.
Palpation of the breasts was practised by a similar proportion of each group. There was a trend towards more thorough palpation in the meeting educated group, judged on three criteria of compliance with teaching, but this trend did not reach a level of significance. In the meetings, which last for approximately three quarters of an hour, the nurse gives a ten minute talk, and this is followed by a film,9 which shows the recommended technique of BSE. After the film the nurse restates the important steps in the method of examination. The recommended monthly frequency is discussed fully, to cater for clients who menstruate irregularly or who are postmenopausal. Opportunity is provided for questions and further discussion.
It is tempting to attribute the lack of compliance of women in the clinic educated group solely to the minimal coverage of the points of instruction possible in the time left after the consultation. Certainly, the failure of half of this group to practise inspection might reflect the fact that it is not demonstrated, as is palpation. The direct method of teaching palpation can be said to have been proved successful, in that it resulted in almost as thorough reported practice in this group as did the generally more effective indirect method of teaching employed in the meetings.
It must be remembered, however, that the motivation of women who went to meetings is possibly very different from that of clinic presenters. Women in this study population who came to the meetings declared an interest in learning about BSE, whereas women who came to the clinic had decided to dispense with the education meeting and to use the screening facility available to them instead. They had no expectation of being taught BSE. 
